Objective: To evaluate differences in patient characteristics and real-world outcomes in two distinct high-risk cohorts of patients with serious mental illness (SMI). Methods: Retrospective cross-sectional analysis using a national multi-payer claims database. Two SMI cohorts identified by a technical expert panel-patients recently discharged (RD) from an SMI-related hospitalization and early episode (EE) patients-were evaluated for antipsychotic medication adherence, healthcare utilization, and spending patterns. Results: The analysis included 51,705 patients with bipolar disorder, major depressive disorder, and schizophrenia. More than half were over age 46 and >60% were female. Adherence to psychiatric medications was low (52.5% RD and 16.1% EE). More than half of RD and 100% of EE patients switched medications at least once annually, but 19% of RD patients switched ≥2 times compared to 14% of EE. The RD cohort (generally older and sicker) had higher psychiatric related utilization and higher annual costs (US$21,171 versus US$15,398). In both cohorts, women were more likely to have an emergency department (ED) and primary care provider (PCP) visit, but less likely to be hospitalized. Patients age <46 were less likely to have a PCP visit and more likely to have an ED visit, but younger patients age 18-24 were less likely to be hospitalized. Conclusion: Efforts to manage SMI are confounded by heterogeneity and low adherence to treatment. By better understanding which patients are at higher risk for specific adverse outcomes, clinicians can target interventions more appropriately to reduce the significant burden of SMI.
Introduction
Approximately 10.4 million (4.2%) American adults have a diagnosis of serious mental illness (SMI), which is defined by the National Institutes of Health as a mental, behavioral, or emotional disorder resulting in serious functional impairment, which substantially interferes with or limits one or more major life activities including the three most common diagnoses of bipolar disorder, major depressive disorder (MDD), and schizophrenia.
1,2 These mental diseases are often first diagnosed in early adulthood and are among the leading causes of disability in many parts of the world. 3, 4 The economic impact of SMI cannot be overstated: estimates report the economic costs of SMI are nearly US$200 billion in lost earnings each year in the United States 5 and up to US$2.5 trillion worldwide. 6 Despite the high prevalence and significant burden of SMI, only two-thirds of individuals suffering from SMI receive treatment for their condition. 2 Although there are numerous evidence-based interventions, including pharmacotherapy, [7] [8] [9] [10] adherence to recommended treatment medications is a significant problem. Several studies have estimated that as many as 50% of patients with SMI are nonadherent to their prescribed treatment regimen. [11] [12] [13] [14] Nonadherence to SMI treatment is associated with poor outcomes, including psychiatric hospitalization, relapse, negative social outcomes (e.g., arrest, job loss), and increased risk of attempted suicide. [15] [16] [17] [18] It is estimated that nonadherence to therapy for mental illness costs up to US$20,000 per patient annually due to the aforementioned negative outcomes. 19 Broadly, because SMI encompasses diverse conditions, a better understanding of the patterns of care and adherence to antipsychotic treatment among patients in different stages of the disease cycle can help clinicians identify individual patients for additional support and interventions. 13, [20] [21] [22] [23] [24] [25] Our study used comprehensive medical and pharmacy claims data for a national sample of patients diagnosed with SMI to determine if there were differences in treatment adherence, healthcare utilization, and costs among two distinct cohorts of patients at different stages of the disease.
Methods
We conducted a retrospective cross-sectional analysis using data from Inovalon' The focus of the analysis was patients with SMI which was defined as having a diagnosis for one or more of three of the most common conditions of bipolar disorder, major depressive disorder (MDD), or schizophrenia during the identification period January 1, 2011 and June 30, 2016 and treated with oral antipsychotics (aripiprazole, chlorpromazine, clozapine, fluphenazine, haloperidol, loxapine, lurasidone, olanzapine, paliperidone, perphenazine, quetiapine, risperidone, and ziprasidone).
Cohort Selection
We included health plan members between the ages of 18 and 65 who had at least one inpatient claim or two outpatient claims with a relevant diagnosis code for SMI anywhere on the claim and had at least one prescription claim for an oral antipsychotic between January 1, 2011 and June 30, 2016. Patients were stratified into two high risk cohorts based on input from a technical expert panel: those who were recently discharged from a psychiatricrelated hospitalization and those with a new diagnosis of SMI who were considered as early episode. These cohorts were identified by the expert panel to be among those with the greatest unmet needs in the SMI population, including higher risk of being nonadherent to prescribed antipsychotic medications and/or to suffer relapse. SMI patients not meeting the cohort criteria (not newly diagnosed and not hospitalized during the study period) were excluded from the analysis. Patients also must have been enrolled in their health plan with both medical and pharmacy benefits for at least 180 days prior to and 360 days following index event. The inclusion criteria for the two cohorts were: hospitalization, the first admission event was regarded as the index admission. 2. Early Episode Patients: Patients with at least 6 months of pre-index enrollment and no evidence of prescription antipsychotic use or SMI diagnosis prior to the index event, which was defined as the first prescription fill for an antipsychotic medication or first observed claim with a qualifying SME diagnosis code.
Study Outcomes
Study outcomes included: 1) Healthcare Utilization: Allcause and psychiatric-related (defined as claims with diagnosis for SMI in primary or secondary diagnosis field) for: hospital admissions (for early episode patients) and readmissions (for recently discharged patients); emergency department (ED) visits (defined as a visit to hospital emergency room coded with an ED revenue code or procedure code that did not result in admission), and primary care provider (PCP) visits (defined as an office visit coded with an outpatient revenue code or procedure code to physician designated as a PCP); 2) Antipsychotic Medication Adherence: after isolating all the individual antipsychotic drug claims and calculating proportion of days covered for each antipsychotic therapy, patients with at least one episode where proportion of days covered (PDC) ≥ 0.80 were considered adherent; 3) Antipsychotic Medication Switching: a change in medication from one antipsychotic drug to another treatment within a given year; and 4) Total Healthcare Costs: Expenditures were calculated for each patient on a per member per month basis and annualized. Healthcare costs were calculated by applying standardized Medicare allowed payment amounts to each type of service based on published Medicare rates. Standardized pricing was also applied at the NDC level for each pharmacy claim using a standard discount from the Average Wholesale Price (i.e., 15% for brand name drugs and 65% for generic drugs) for each year in the study. This approach accounts for differences in health plan pricing across payer types, geographic areas, health plan negotiated agreements and provider contracts, and thus allows apples-to-apples comparisons of spending across different insurance types and regions. We used the Charlson Comorbidity Index (CCI) score to evaluate the severity of illness in SMI patients. 27 The CCI classifies 17 comorbid conditions using ICD-9-CM/ ICD-10-CM codes to provide a weighted score of disease severity that accounts for both the number and severity level of comorbid conditions as they relate to risk of mortality, with a higher score indicating higher burden of illness.
Descriptive analyses were performed to evaluate and compare the characteristics and outcomes of SMI patients in the two study cohorts. We developed a series of regression models to analyze the relationship between patient characteristics and healthcare utilization. After adjusting for patient characteristics such as demographic factors (age and gender), geographic residence areas (Census region), and payer types (commercial plan, Medicare Advantage, or managed Medicaid), generalized linear models with various functional forms and family distributions were performed. For binary outcomes (whether patients had ED visits, PCP visits, observation stays, readmissions or hospitalizations), logistic regressions were used while negative binomial regressions were used for count outcomes (number of ED visits, PCP visits, observation stays, readmissions or inpatient admissions). For cost outcomes, generalized linear models with log link function and gamma distribution were used to account for rightskewed data with a mass of zero.
Results
A total of 51,705 patients met the study eligibility criteria and were included in the analysis (Table 1 ). The early episode group included 40,655 patients (78.6%) and the recently discharged group 11,050 patients (21.4%). Approximately half of the patients were over age 46 and more than 60% were women. Early episode patients were on average younger. [28] [29] [30] Recently discharged patients were more likely to be enrolled in a Managed Medicaid plan while early episode patients were more likely to be enrolled in a commercial insurance plan. Recently discharged patients had significantly higher CCI scores compared to early episode patients, especially Medicare patients (2.31 versus 1.33 respectively). Commercially insured SMI patients had the lowest CCI scores. The most common SMI diagnosis was bipolar disorder in both cohorts, but early episode patients were frequently diagnosed with multiple psychiatric conditions. Among patients in the recently discharged cohort, 51.9% were diagnosed with bipolar disorder, 27.8% with MDD, and 25.6% with schizophrenia. The early episode cohort had a much higher proportion of patients with MDD (47.0%), more with bipolar disorder (63.4%), and slightly fewer with schizophrenia (22.2%).
Antipsychotic Medication Adherence and Switching
While overall adherence was low, patients in the recently discharged cohort were significantly more likely to be adherent to their medications compared with early episode patients with slightly more than half of recently discharged patients and less than one-fifth of early episode patients exhibiting adherence (16.1%) meeting the criteria of 80% or more proportion days covered within the first 180 days after index prescription. (Figure 1) . Adherence was higher within the first 180 days than at 365 days after prescribing antipsychotic treatment and varied by individual antipsychotic drug (Table 2) . Quetiapine was most often used in both cohorts, with annual adherence rate of 42% in the recently discharged cohort but less than 1% in the early episode group. Annual adherence rates ranged from 20% to 68% in the recently discharged cohort but 0% to 21.6% in the early episode group.
In addition to adherence, we examined the rate of medication switching. We found that 100% of early episode patients switched medications during the year (Figure 2 ), but the majority switched only 1 time (86%). In contrast, just over half of recently discharged patients switched medications during the year, but a larger percentage switched 2 or more times during the year (19% versus 14% of early episode patients). Table 3 presents mean all-cause and mean psychiatric-related utilization of healthcare services, including PCP visits, ED visits, and inpatient admissions/readmissions for the 12-month period following the index date. Events with a psychiatric diagnosis anywhere on the claim were considered psychiatric-related. Recently discharged patients used more healthcare resources across the board, and they also had a larger proportion of psychiatric-related utilization events compared to early episode patients. Psychiatric-related events comprised nearly 40% of PCP visits, 25% of ED visits, and 60% of inpatient readmissions in the recently discharged cohort compared to 28% of PCP visits, 18% of ED visits, and 50% of hospital admissions in the early episode group. 
Utilization of Services

Healthcare Costs
Both cohorts incurred high levels of annual healthcare costs ( Figure 3) , with US$21,171 total mean annual cost per patient in the recently discharged cohort and US $15,398 in the early episode cohort. This reflects the higher rate of healthcare utilization shown in Table 3 and reflects higher spending on physician services and tests, outpatient services, ED visits, and inpatient stays. The exception was lower drug costs in the recently discharged cohort compared with the early episode cohort.
Regression Results
While patients with SMI have low rates of adherence to antipsychotic medications and high rates of healthcare utilization, we conducted a series of regression analyses to further characterize which patients are most likely to be at risk for specific events (Table 4) to better identify characteristics of SMI patients with greatest unmet needs. Women were more likely to visit their PCP in both groups (OR 1.56 and 1.64 in recently discharged and early episode cohorts respectively), but younger patients were significantly less likely to make a PCP visit (OR 0.58 and 0.63). Women Recently Discharged Early Episode In both groups, the youngest subset of patients age 18-25 were most likely to have an ED visit (OR 1.45 and 1.39 respectively) and least likely to have an observation stay (OR 0.56 and 0.54) compared to patients age 46-65. The youngest cohort in both groups were also less likely to have a readmission (recently discharged) or admission (early episode).
We also observed differences in the likelihood of hospitalization by insurance type. Commercially insured patients in the recently discharged cohort were less likely to be readmitted than those in Medicare Advantage plans. In contrast, early episode patients with commercial or Medicaid insurance were more likely to be admitted to the hospital compared to patients insured by Medicare.
Discussion
Serious mental illness is a significant health issue in the United States. However, the populations affected by SMI are quite heterogeneous, with different characteristics, healthcare needs, and burdens of illness related to severity of the disease and existence of multiple comorbidities. This study aimed to determine the patient characteristics associated with antipsychotic medication adherence, healthcare utilization, and cost in patients with SMI. In this national sample of commercially insured, managed Medicare, and managed Medicaid beneficiaries, adherence to antipsychotic medications was low across the board, mirroring previous findings that patients with SMI face unique challenges related to medication adherence. Note: *All results are reported as the average for all patients regardless of whether they had any utilization (i.e., patients with no utilization are included in the denominator).
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The SMI population was more likely to be female in both cohorts examined (recently discharged and early episode). Females were found to be significantly more likely to have an ED visit, PCP visit, and observation stay in both cohorts, but less likely to be hospitalized than males. Further investigation is needed to better understand the differences in utilization of healthcare services between males and females.
We found that SMI patients with a recent hospital discharge, who are generally older and sicker, are most often covered by Medicaid, underscoring the fact that these patients face socioeconomic challenges that put them at greater risk for worse outcomes. In addition, since our sample included only patients under age 65, any individuals covered by Medicare could not have "aged in" to the program and thus qualified for Medicare because they were disabled or had end-stage renal disease. This is confirmed by the higher CCI scores observed in the Medicare population in both cohorts compared with patients insured through other means, reflecting the significant burden that longer-term SMI may have on overall health. This is reflected in the significantly higher utilization of healthcare services and higher annual costs for recently discharged patients compared to early episode.
Medicare patients in the recently discharged cohort were more likely to experience a readmission, reflecting their higher burden of disease shown by the high CCI scores and disabled status. There may be an opportunity for Medicare Advantage plans to more aggressively monitor and manage SMI patients following a hospitalization and provide additional non-medical benefits now allowed under the program to reduce the likelihood of readmission.
In contrast, Medicare patients in the early episode cohort were less likely to be admitted to the hospital compared to those in Commercial or Medicaid plans. This may support the notion that although Medicare beneficiaries are older and sicker in general, the capitated payment structure of Medicare Advantage incentivizes plans to avoid unnecessary utilization of high-cost healthcare services through preventive measures and better care coordination. Coordinated management of SMI patients may result in fewer hospitalizations in newly diagnosed patients, but further investigation is needed to evaluate the factors related to fewer hospital admissions in Medicare. Early episode patients were slightly younger and across the board we observed that younger patients were less likely to have a PCP visit or inpatient stay, they were much more likely to have an ED visit. All early episode patients switched medications during the year, reflecting the fact that these patients may be working with their clinician to find a therapeutic regimen that is most effective for their unique needs and circumstances.
In contrast, about half of the recently discharged cohort switched medications during the year and had lower drug costs. This is somewhat surprising considering the recently discharged have a higher rate of antipsychotic medication adherence. This could be attributed to several things. Compared with early episode patients, recently discharged patients were more likely to switch 2 or more times, which may result in higher drug costs. In addition, a higher portion of recently discharged patients were covered by Medicaid and may receive subsidized drug coverage not reflected in these claims.
These findings accentuate the impact of low adherence to psychiatric treatments on healthcare utilization among different cohorts of SMI patients. By understanding care patterns and health behaviors of heterogeneous cohorts of SMI patients, providers can customize treatment protocols to address adherence to prescribed antipsychotic medications and health outcomes, promote PCP visits and care management, and potentially impact costs.
Limitations
While our study was unique in that it used a large and comprehensive sample of patients, there were several limitations. While MORE 2 is a national registry a large proportion of patients in the study population were covered by managed care plans. Results may vary if a larger population of commercial patients or traditional Fee-For-Service Medicare patients were included. Additionally, prior research indicates that patients with SMI are uninsured at higher rates than patients without SMI, and our study does not provide visibility into healthcare utilization patterns of the uninsured SMI population. 31 Retrospective claims analysis are also, by nature, limited; for example, PDC is an imperfect measure of adherence since it tracks prescriptions filled and not actual consumption of the medication. The study cohorts were identified using diagnoses recorded on medical claims where coding errors and/or insufficient documentation may occur and could lead to misclassification of patients. Additionally, while we had a 180-day look-back period to identify early episode patients, it is possible these patients had a previous hospitalization or claim for psychiatric treatment prior to our look-back window. Despite these limitations, the findings underscore the significant heterogeneity in patients with SMI and varying utilization of healthcare services within the population. This analysis provides new insights into which patients are at greater risk for ED visits and hospitalizations, which can help clinicians better manage individual patients with SMI.
Conclusion
Efforts to manage SMI are confounded by the wide heterogeneity and low adherence to treatment observed within the patient population. By better understanding which patients are at higher risk for nonadherence, ED visits, and inpatient hospitalizations, and which patients are less likely to visit their PCP, clinicians can begin to individualize and target care, benefits, and interventions more appropriately to help reduce the significant burden of mental illness.
Highlights
What Is Already Known About This Subject
Although there are numerous evidence-based interventions for serious mental illness (SMI), adherence to recommended antipsychotic medications is a significant problem.
Nonadherence is associated with poor outcomes, including psychiatric hospitalizations and emergency room visits, relapse, and negative social outcomes resulting in additional related costs of up to US$20,000 per patient annually.
What This Study Adds
Our study used comprehensive medical and pharmacy claims data for a national sample of patients diagnosed with SMI to evaluate differences in treatment adherence, healthcare utilization, and costs within two high risk cohorts of patients at different stages of the disease.
Efforts to manage SMI are confounded by heterogeneity and low adherence to treatment. By better understanding which patients are at higher risk for specific adverse outcomes, clinicians can target individual patient interventions more appropriately to reduce the significant burden of SMI.
